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HOUSE CALLS ARE RAPIDLY BECOMING historical artifacts
of 20th century medical practice. Data from the Na-
tional Health Interview Survey indicate that in slightly
more than a decade (1959 to 1971) the number of
house calls made by physicians declined by 77 percent.
In the 1958-59 period, 9.2 percent of physicians' visits
were house calls, but, by 1971, only 1.7 percent of the
visits were still house calls-and as would be expected,
almost all calls were made by general practitioners to a
population that was most likely to be over 75 years and
disabled (1-4).
Another and perhaps more dramatic way of looking

at these data is to construct a house call rate, that is,
the total number of house calls delivered per year
divided by the population. Using this statistic, one ob-

serves a 1958-59 rate of .43; a 1963-64 rate of .24;
and a 1971 rate of .083. In a span of 13 years, house
calls became comparatively rare, diminishing from
almost 1 per year for every other American to 1 for
only every 12th American. This aspect of practice
occurred while the total per capita expenditure for
medical care grew from $141 in 1960 to $368 in 1971
and to an estimated $547 per capita in 1975 (5).

Paralleling these trends of increases in per capita
expenditures and the decrease in house calls has been
another significant and likely related trend in the utili-
zation of hospital-based outpatient and emergency room
services. Specifically, in 1964, hospitals reported a total
of 125 million outpatient visits, and a decade later the
number had more than doubled to more than 250
million visits (6,7). Further, this increase occurred
during a period when the national population had
increased by 20 percent, outpatient departments had
become (and are) deficit operations, the number of
physicians was increasing, the number of visits to
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physician's offices was increasing, and the number of
hospitals with outpatient clinics was declining. Simul-
taneously, emergency department visits increased at
even a greater rate; in 1964 there were 26 million such
visits and by 1974 the total had imushrooimed to more
than 71 million (6,7). Perhaps of greater significance
are the indications in various studies that a majority
of the emergency department patients use that facility
for primary care (8-10).
The fundamental question that must be answered is:

Are house calls, now apparently considered anachron-
istic by the medical profession, a more cost effective
way of delivering primary medical care services than
what appears to be our preseint iiode of hospital based,
highly technologically oriented care? To consider that
question (which, frankly, is unanswerable with the
current state of knowledge about the practice of medi-
cine), the following series of related and somewhat
more circuinscribed questions will be considered in this
paper: What is a house call? Do patients need hiouse
calls? What do physicians think about house calls?
Are house calls technologically obsolete? What are the
economics of house calls? And, finally, what are the
legal or malpractice issues relative to house calls?

House Calls Defined
House calls generally are defined as a physician's visit
or a request to a physician to visit a patient for an
acute or episodic coindition at the patient's own home
or some teinporary lodging place other than a hospital
or other medically oriented facility (la). The house
call should be differentiated from home care, which
has been defined as "any personal assistance or personal
services received at home as a result of illness, injury,
impairmiient or advanced age." In the Health Interview
Survey reporting on home care, physicians are excluded
as providers of this service (11).
The role of the physician in hoille care differs from

his role on a house call, though the roles are over-

lapping in that in both instances the physician is ex-

pected to visit the patient at homiie. In home care the
physician is expected to be priimiarily a team leader and
policy maker; that is, he plans and evaluates treatment
but he does not himiiself implement the care that is
generally delivered by nonphysician health professionals
(12). This differentiation has been well conceptualized
by a group froni the Kaiser health plans who developed
a decision grid for selecting patients for a hoiime care

program. Two key eleiients of the grid were (a) the
likelihood that the patient's case would require little
physician involvenment and (b) the medical condition
was suchi that it was unlikely that there would be a

rapid clinical deterioration (13).

In practice, this differentiation is best illustrated by
the findings of van Dyke and Brown (14):

three-quarters of the (home care) agencies' caseloads were the
chronic and longterm sick, physically disabled and terminally
ill . no one was firmly in charge of the planned outcomes
for the individual patient . . Nominally, a doctor is in charge
of each patient's medical care. Actually, physician supervision
ranges from a mere formality to close personal attention, with
medical attention and coordination of the treatment program
for most patients at some uncertain level in between.

Finally one interesting linkage between home care
and house calls caime in an earlier study by Mather and
Hobaugh, who found that physician prescribers of home
care services also tended to be the makers of house
calls (15).

The Need for House Calls
A few years ago Rogers told the pathetic story of a
75-year-old relative by miarriage who died of cancer
of the esophagus, which Rogers concluded was appro-
priately treated from a clinical perspective. But he also
recounted that (16):

During the two months my friend was at home, no physi-
cian-or indeed, any other health professional-ever saw him.
No one answered his questions or gave him professional help
with his increasing problems. No one with professional knowl-
edge was available to reassure or counsel his wife as she
watched him become bedridden, unable to swallow, choke
alarmingly, and have trouble with his breathing. No one helped
her deal with an increasing ambivalence about the decision to
care for her husband at home, outlined the options, or gave
her a realistic sense of what medicine could or could not do
for him to help them both through this ultimate of human
events.

During the last two weeks of his life I talked on several
occasions with his wife, but I was not able to lessen her in-
creasing hostility, which she dared not express, toward the
distant physician. While he had promised on three occasions
to make the ten-mile journey, each time he failed to show up
or even to call her as she anxiously awaited his arrival. My
offer to serve as his substitute did not help. I also talked with
the physician, who sounded most knowledgeable, but who
stated quite sensibly that there was nothing he could "do"
for his patient unless he returned to the hospital-a course
stoutly resisted by the patient. He did, however, seem to
understand that humanistic support of the family members
who were dealing with an escalating series of terrifying events
might come within the purview of the physician, and at my
coaxing he promised to make a visit-but again, it never
mnaterialized.

Was a house call needed in this case? Technically,
probably no; however, froin a humanistic and total
patient care standpoint, probably yes.
The difficulty is to arrive at some reasonable under-

stainding about when a house call is necessary and when
it is not--both from standpoint of the physical and the
psychological dimensions of medical care. The research
data that we presently have, which primarily come from
studies of general practitioners in Great Britain and
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Canada, indicate that, at a minimuin, some house calls
do lead to hospitalizations and, as Elford and co-
workers found in a study (17) of Massachusetts general
practitioners, house calls result in significantly more
hospitalizations than office visits. However, exact
paraimeters of the situation are somewhat unclear; for
example, Wolfe and Badgley found in their study of
family physicians in Saskatchewan that 5.1 percent of
the house calls resulted in hospital admissionis (18), a
figure that was certainly within the range of the 6
percent rate for the Massachusetts physicians and
Parker's 5.4 percent rate (19). At the saiime time Marsh
and co-workers found a much lower rate of 2.8 percent
(20), while a hospital admission rate following house
calls of 19 perceint was noted by Carey-Smith and co-
workers (21).

At the other extreimie are the clearly unnecessary
houise calls. Findings on these range from Wolfe and
Badgley's 12 percent, Thorpe's 16 percent (22), to
Pinsent's 56 percent (23). Several other studies indi-
cate that the unnecessary house call figure is in the 20
percent range; the reader is cautioned, however, that
aliiost every one of these studies carries value biases
that, unfortunately, are poorly controlled.
The single most illumninating piece of work on psy-

chological probleilis and house calls also comes from a
study of general practice in England: Clyne found that
physical diagnosis and treatment prevailed over psy-
chological elements; that is, for a significant percentage
of l)atients, the cause for calling was indeed a somewhat
serious organic problem (24).
The conclusion that can be drawn froim these data

is that there is an indisputable bottom line of miedical
care that is needed by patients who, for one reason or
another, ask for a house call. If that conclusion is ac-
cepted, the next question that must be considered is,
What do physicians think and feel about house calls?

House Calls-the Physician's Perspective
Raising the issue of house calls provokes a debate
amongst physicians. Opinions appear sharply divided
between those who consider them a waste of time and
those who consider thein a necessary coiiiponent of
medical practice. For example, a few years ago Walter
Holland, a distinguished British professor of social medi-
cine, complained in Lancet about his inability to get a
house call while sick in the United States (25). Two
rebuttals in a subsequent issue pointed out that phy-
sicians were afraid to make house calls, that physicians
believe that they can provide better care in emergency
rooins than at the patient's home, and that making
house calls was wasteful of a physician's talent (26).

Typical of the opposite perspective are other "Letters

to the Editor" (27,28) and articles such as Warren's
(29) whose authors argue the importance of surgeons
making house calls in order to understand the milieu
in which the patient is convalescing, and advance the
thesis that "the imost important treatment is the physi-
cian hiimself." This proposition, which echoes the title
of Rogers' article in Pharos that "The Doctor Himself
Must Becomiie the Treatment," suggests that the role
confusion and stress engendered by the request for a
house call carries with it the notion of a physician's
oninipotence---a flattering idea indeed. The response
to such a request can range from beneficence to manip-
ulative,' depending on a variety of factors-one of the
iliost significant might be the security of the "all power-
ful being."

Presently, the miiost illuminating research on physi-
ciains' attitudes and behavior comes froin Clyne's study
of imight calls in England (24). He found that physi-
cians were alimiost invariably ambivalent about making
night calls for twN,o primary reasons that he labeled
"regiression" and "idealization."

We are indeed very heavily emotionally involved with most
of our patients whether we see them in day-time or at night,
but over the years of practice we have learned to defend
ourselves against the consequences of this involvement, so that
outwardly we show little of it and can go out to see a dying
patient and then go home and immediately be our ordinary
social jolly selves again.

This is exactly the reason why towards evening, and espe-
cially at night, the family doctor feels that he can expend little
more of the energy necessary to establish the normal doctor-
patient relationship. Dealing with a patient's problems, even
on the somatic level only, involves the doctor emotionally and
demands a mature attitude from him. Once the doctor has
regressed to levels where he leaves all responsibility behind,
as every adult most do from time to time, he finds it difficult
to rise again to more mature levels.

Moreover, in his regressive, relaxed state the doctor is with-
out his usual defenses. He has, in a manner of speaking, taken
off his white coat, and with it his professional attitudes and
reservations, and has become his private self. The emergency
or night call catches him unawares and he needs energy and
time to reassemble his (emotional) professional accoutre-
ments (24a).
The doctor's response was also intimately connected with

the doctor's character. Some of the doctors could not bear to
feel that they were 'run' by their patient. Patients look up to
their doctors for help and relief, and doctors as a professional
group are led, almost forced, in this way into an authoritative
attitude. They find it difficult to shed the mantle of omni-
science and omnipotence pushed on their shoulders (24b).

Clyne's analysis fits well with Ilmuch of the theoretical
framework that Par sons has postulated about physi-
cians' behavior, which includes the ideas that the pro-
fessionalization a physician goes through instills within
him four significant values: universalisin, collective ori-
entation, functional specificity, and affective neutrality
(30). The last two of these values have particular
bearing on the housu call dilemma. In Parsons' terms,
functional specificity refers to the specialized role of
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the physician to provide medical care and the crucial
element of that role is technical competence. This idea
suggests that physicians are, should be, and should
always strive to be technically competent. Further, it
suggests that only physicians have the technical exper-
tise to handle the functions of medical care. Parsons
maintains that physicians are expected, both by them-
selves and by society, to have sophisticated technical
competence and to devote themselves intensively to
expertise in matters of health and disease (30a). The
second value that is relevant to this discussion is affec-
tive neutrality, which demands that the physician act
as a detached scientist who carefully analyzes a situation
and eventually makes a logical and practical decision
(30a) .
The relationship of these ideas to house calls is

striking. Without dealing with his own personal incon-
venience or hostility, a physician can easily fit the
elimination of house calls into his professional value
system on the basis that he is not able to practice the
highest quality medicine in a patient's home without
his technical backup services and that, in the patient's
(not the physician's) best interest, it is better for the
patient to be seen in an emergency room or the physi-
cian's office. The accuracy of this analysis leads us to
the next question for consideration-Are home calls
technologically obsolete?

Technology and House Calls
The technological obsolescence of the house call might
be addressed from two perspectives of what can be done
in the patient's home and why the office is more tech-
nologically appropriate as a site for medical care. In-
deed, thanks to advances of the space age, we can now
make virtually any device portable, and one can argue
that few procedures cannot be safely done at home. For
example, the literature has documented home transfu-
sions (31), home hemodialysis (32-34), and easily
adaptable telemetric devices (35,36).

However, despite the portability of these new sophis-
ticated devices, the argument is often made that the
physician can practice better medicine in his office be-
cause more and better equipment is available in that
setting than he can carry in his little black bag. How
valid is this assertion? Discussions with medical facili-
ties planners, architects, and physicians indicate that
despite the increased expenses of opening a practice,
due in large part to inflation and cosmetic changes,
the typical physicians' offices of the 1970s look much
like the offices of the 1950s. One consultant has empha-
sized the standard nature of the equipment found in
office practice by pointing out that in a recently com-
pleted group practice building housing 150 physicians,

more than 90 percent of the offices were similarly
equipped office and examining room suites housing
equipment essentially the same as that which would
have been installed two decades ago. Further, he noted
that the offices of today's practitioners often tend to
have less equipment; the small laboratories and X-rays
have given way to larger, highly automated private
laboratories and radiology groups because the physi-
cian finds such procedures time consuming and fraught
with a potential for malpractice.
We now have another anomaly: space age technology

has developed an impressive range of diagnostic and
treatment modalities that can be taken almost any-
where, but they are more likely to be centralized in a
hospital; yet the patient must continue to queue up at
the physician's nontechnologically sophisticated office
for a few minutes of his knowledge. Such a phenome-
non is generally explained simply as an efficient use
of the physician's time-the next area for consideration.

The Efficiency Issue and House Calls
The practice of medicine is notoriously inefficient. Re-
search on this subject clearly indicates that much of the
physician's job can be done by others who are not as
highly trained, such as pediatric nurse practitioners,
nurse-midwives, and even clerks (37-40). Despite these
findings, most physicians continue to practice in a man-
ner that might be classified as cost ineffective, with the
single exception that they have virtually eliminated
house calls, which require the "down time" of travel.
Some interesting opinions on the issue of the efficiency
of the house call come from a recent telephone survey
conducted by Family Health/Today's Health magazine
(41).

The utilization of the doctor's time and expense is a very
important factor in house calls. It's much more expensive and
takes more time to see one patient on a house call than to see
four or five patients at the office. With the shortage of doctors
and the increased amount of health care given, time is a very
important factor.

-Joseph Greenen, Racine, Wis.,
Consultant in Gastroenterology

The availability of lab and X-ray--I'm afraid we use that as
an excuse not to make house calls! In truth, travel time is
something you can't charge for in the same way you can for
an office visit. Our rates would have to be at least double
what they are now.

-Julian Elligator, New Kensington, Pa., Internist
I think many people realize that house calls are not economi-
cally feasible. I make a house call for $10. If you call a
plumber it costs $20 to $30. I had a fuse put in the furnace
one night this winter, and it was $30 because I called at two
in the morning. My conscience wouldn't allow me to charge
$30 for a house call. Most doctors make house calls as a favor
to an old patient. The other people who want house calls are
usually the kind who have no intention of paying, so they
don't care what the cost is.

---Anonymous general practitioner, Dubuque, Iowa
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The conclusion one can draw from the limited data
on house calls is that house calls do not, for the individ-
ual practitioner, make sense. However, the question that
remains unanswered is: How do people who are ill
substitute for house calls? The alternative answers are
obvious: delay medical care, self-medicate, go to the
physician's office, or go to a hospital-based ambulatory
care service such as an outpatient department or
emergency room. The costs to the total health system
of some of these alternatives are likely to be higher than
that of coupling an efficient office-based practice with
an efficient house call service.

Before leaving this issue, one other (and perhaps
crude) dimension to be considered is whether a physi-
cian can earn a living making house calls. Obviously
some physicians can and do supplement their incomes
by taking calls (42) -however, it is interesting that
some eminently well-trained physicians have opted for
a career in house calls. For example, in a preliminary
review of data from Health Delivery Systems, a p-ublic
corporation in New York that organizes house call
services, it appears that a physician working a 40-hour
week (8 hours per day, 5 days per week) can visit
approximately 75 patients and gross $1,125 per week
less only the overhead item of automobile expenses.
This income compares favorably with those of other
practitioners who must maintain offices and staff that
often represent a 45 to 55 percent overhead expense.
Perhaps what this successful service suggests is the need
for a "specialty" of house call care that is economically
viable and may even be clinically necessary.
The final issue of concern in this paper seems to be

of utmost concern to every physician-the legal aspects
of house calls.

House Calls and the Law
If a physician does not make house calls, several poten-
tials for lawsuits would seem to be open to his patients.
The first and seemingly clearest avenue is that of aban-
donment; the physician undertook an obligation to care
for a patient but failed to fulfill that obligation when
asked to make a house call. This consideration does not
mean that a physician cannot confine his practice to an
office or hospital base, a point that is clearly established
in the law (43,44), but it does suggest that when a
physician offers his services as being comprehensive or
including house calls he also opens himself to a poten-
tial liability if he does not deliver those services in a
timely manner (45).
A different line of recovery for patients might simply

be a traditional malpractice claim that a physician
treating a patient has deviated from a reasonable stand-
ard of care and the patient has suffered damages be-

cause of that physician's deviation (46). The suggested
deviation could be related to the quality of the history
taken by a physician. For example, how well must a
physician understand the environment or home milieu
of a patient in order to treat him properly? Obviously
this is an untested area-but in our lawsuit-prone so-
ciety it would seem to be only a matter of time before
such a test suit is instituted, and the only logical protec-
tion against such a suit would appear to be a clear
statement from each physician that lists the services his
patients can and cannot expect to receive from him.

What Next?
The reality is that a public policy decision has been
made to eliminate house calls. The decision is reinforced
by the Government when it does not require house calls
as a basic service in programs such as health mainte-
nance organizations or neighborhood health centers,
and by the various third-party insurers who do not pay
for house calls; current estimates are that only one in
nine persons has first dollar coverage for house calls
(47). This decision has also been made by practitioners
who have refused to make house calls and by most con-
sumers who have simply not been offered the option of
house calls. Indeed when consumers are offered this
option, as they have been by New York's Health Deliv-
ery Systems, they seem to respond to it eagerly.

This paper raises more questions than it answers.
Most of these are research questions and relate to our
fundamental understanding of medical practice. Re-
search in the organization of medical care has been
aptly reviewed and criticized by Weinerman (48), and
many of his criticisms are particularly relevant to the
studies on house calls, which have tended to lack both
rigorous analysis and linkages with the constellation of
other practitioner-patient relations.
What is now necessary is basic research on the cost-

effectiveness of house calls. Does this service make sense
and should it be reactivated? If so, what are the appro-
priate strategies-fiscal and manpower-for accom-
plishing it; and if not, how shall we go about com-
pletely eliminating house calls?
One could argue that either a large number of people

are being denied an important service, or a small num-
ber are being given an inappropriate and inadequate
one. Shouldn't we find out?
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